11/15/2811 14:52 14237538729

FOUR DA&KS PAGE  15/15
PRINTED: 1110272011
FORM APPROVED
Division of Health Care Facilities
\ STATEMENT OF DEFICIENGIES | %ty PROVIDERISUBPLIERICLIA £y MULTIPLE CONSTRUETION (K3) DATE, SURVEX
AND PLAN OF CORRECTION = | i COMPLETED
AND IDENTIFICATION NUMBER: A BUILDING 01~ MAIN BUILDING 01
B. WING
TNSQ0O5 1013112011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1101 PERSIMMON RIDGE RD
FOUR OAKS HEALTH CARE CENTER JDNESEB';ROUGH‘ TN 37659
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ! o PROVIDER'S PLAN OF CORRECTION | e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE AFPRQPRIATE PATE
DEFICIENCY)
N 002 1200-8-6 No Deficiencies N 002

There were no life safety code d eficiencies noted

on the day of this annual licensure survey,

Division of Hedlth Care Fagilities

m 1. Lo

LABO RY DIRECTOR'S OR PROVIDER/SUPFPLIER REPRESENTATIVE'S SIGNATURE

:"6’1?»7’1(2%« , ﬁdkﬂmﬁz’dﬁmﬁh

TITLE

H/N /// (X8) DATE

STATE FORM

anaa

13N21

If sontinuation sheet 1 ¢ 1



